A. B., A WOMAN aged 48, was sent to me by Dr. M. W. Loy, of Gillingham, Kent, with symptoms of gall-stones complicated by inflammation in the region of the gall-bladder. For three years she had suffered from attacks of pain which started at the lower right costal margin and passed up to the right shoulder and between the scapulae. These attacks were not accompanied by vomiting, nor were they followed by jaundice, but they were very severe and lasted several days. They were brought on by heavy work or by indiscretion in diet. In addition she had a constant sense of throbbing in the region of the liver, increased to actual pain when she sneezed or took a deep breath. As is usual with the patients with gall-stones, she was the subject of habitual constipation.
Gastric and Intestinal Haemorrhages (probably of Septic
Origin) occurring after Abdominal Operations.
By JONATHAN HUTCHINSON, F.R.C.S.
A. B., A WOMAN aged 48, was sent to me by Dr. M. W. Loy, of Gillingham, Kent, with symptoms of gall-stones complicated by inflammation in the region of the gall-bladder. For three years she had suffered from attacks of pain which started at the lower right costal margin and passed up to the right shoulder and between the scapulae. These attacks were not accompanied by vomiting, nor were they followed by jaundice, but they were very severe and lasted several days. They were brought on by heavy work or by indiscretion in diet. In addition she had a constant sense of throbbing in the region of the liver, increased to actual pain when she sneezed or took a deep breath. As is usual with the patients with gall-stones, she was the subject of habitual constipation.
Examination of the abdomen revealed two lumps below the ninth right costal cartilage: one superficial to the muscles and adherent to the skin; the other beneath the muscles, movable from side to side, continuous with the liver, and evidently a distended gall-bladder. She was not jaundiced and the urine was normal. The liver dullness was normal in extent.
Operation (November 18, 1909) Four-inch incision made vertically at outer border of right rectus and below costal margin. In the muscle layer a lump was found which, when cut, had somewhat the appearance of a gumma; it proved to be the thick wall of an abscess situated between diaphragm and liver. The peritoneal cavity was opened and the gallbladder found to be very adherent to under-surface of liver; gall-stones were felt in its interior, and one especially close to the cystic duct; the peritoneal cavity was carefully closed off by means of flat sponges and gauze. The subphrenic abscess was then opened up by the channel it had made for itself to the abdominal wall. The patient was turned on her right side and the contents were allowed to escape; they consisted chiefly of thin, watery pus and a little blood. The cavity was explored with the finger and proved to be median-i.e., in the falciform ligament. Subsequent bacteriological examination of the fluid proved it to be sterile. The abscess surface was then shut off with sponges held back by retiractors reaching into peritoneal cavity; the edge of the liver was held up by the fingers of an assistant. It was decided to perform cholecystectomy. The laborious work of paring the gall-bladder of its'dense adhesions began. The liver was right under the costal margin, and in consequence the work had to be done at a great depth from the surface. The gall-bladder was incised and three large stones and several smaller ones were extracted. Very little bile escaped. The neck of the cystic duct was then tied, and in cutting it away an artery in the neighbourhood of the portal vein was cut. This vessel was the cystic artery at its origin from the right hepatic. The haemorrhage was very free, and much difficulty was experienced in securing the vessel, which was ultimately tied with silk. The gall-bladder was finally removed, the two cavities left above and below the liver were isolated and separately. drained, rubber tubes and gauze packing being employed for both. Silkworm gut was used to unite the wound. I wish to emphasize the difficult nature of the operation. Cholecystectomy is not infrequently a trying performance for the surgeon, and this particular case (owing greatly to the depth and the obliquity of the gall-bladder and also to the many firm adhesions around it) was.the most difficult one I have as yet met with. It was a case ill-suited for cholecystotomy alone, but possibly this would have been the wiser course to pursue in view of the presence of an abscess in the falciform ligament. It was, however, natural to attempt the removal of the cause of this abscess, just as one prefers in dealing with appendix abscess to remove that organ if it can be done safely.
The patient went on fairly well for six days, her temperature being normal, and the vomiting, which is so frequent an occurrence after difficult operations in the epigastric region where drainage-tubes have to be used, was the only trouble during this time. The gauze and tubes were removed and replaced by smaller tubes; on the seventh day it was found that the lower tube was blocked with blood-clot, and the next day she vomited 2 oz. or 3 oz. of bright blood. The wound looked somewhat red and angry, but there was no suppuration. Her temperature, which had been normal, rose slightly (to 100 F.), the hwematemesis recurred, and some haemorrhage also took place through the tube. Various drugs were tried without avail, and, as the patient was rapidly losing ground, I decided to explore the stomach. This was done, on the eleventh day after the first operation, through a median incision. No peritonitis was found; on opening the stomach and examining the mucous membrane through a speculum, I found three spots from which arterial blood was oozing. Two of these were cauterized, the third (a definite erosion on the posterior wall) was encircled with a fine purse-string suture. The opening in the stomach was sewn up with a double row of continuous sutures. Vomiting recurred, and after a day or two melkena showed that fresh bleeding was taking place. Continuous saline infusion was tried, but the patient became steadily weaker, and died six days after the second operation, her temperature having risen to from 1020 F. to 1030 F.
Post-mortem: Slight amount of blood in peritoneal cavity; a hematoma in the site of the removed gall-bladder. A fine opening existed in the right hepatic artery where the cystic branch had come off. Bloodclot in falciform ligament (site of abscess). Local fibrous peritonitis. Great fatty degeneration of the liver with cholangitis (?) Slight atheroma of aorta. Small aneurysm on right middle cerebral artery. Broncho-pneumonia and purulent bronchitis. Spleen large and soft; perisplenitis. Great anaemia of kidneys. Dermoid cyst in right ovary.
The foregoing case may be summed up thus: Gall-stones and chronic cholecystitis, complicated by an abscess in the falciform ligament (i.e., subphrenic). No clinicai signs of pyaemia. Operation: Ther abscess cleared out and drained; pus thin and watery, found to be sterile on examination. Cholecystectomy, a prolonged and difficult procedure in this case. Subsequent vomiting on several occasions, and on tenth day after the operation sharp haematemesis. Arterial blood vomited at intervals. On twelfth day after operation the stomach was opened and bleeding-point (erosion) secured by ligature. Melena and vomiting continued until death on sixteenth dav.
This was the first case under my care in which unexplained hsemorrhage into stomach or intestine had followed an operation, and the problems presented by it, both as to diagnosis and treatment, caused me grave anxiety. It may be noted at once that the decision to perform gastrotomy and the discovery of a bleeding erosion in the stomach wall seem to have had no effect upon the progress of the case, either good or bad. It can be justified in such cases, though hardly on the ground of actual curative results. Of the twenty-four cases to be summarized later, this was the only one in which operation was resorted to.
The chief problem with regard to this grave complication after operations is as to its cause. I commenced to collect-records of such other cases that had occurred in the London Hospital, and found to my relief that Mr. A. J. Walton, our Surgical Registrar, had already gone over the ground during the years 1907, 1908, and 1909 . A valuable and surprisingly large collection of cases had thus been noted, and I am indebted to my colleague, Mr. Sherren, for whom it had been prepared, for the opportunity of using it.
During the three years mentioned no fewer than twenty-four patients died after operation in the London Hospital with the complication of recent acute ulcers or hoemorrhagic erosions in the stomach or duodenum. Three of these cases were examples of acute ulcers of considerable size. The following are brief particulars:-Case I.-W. M., aged 32, admitted with diffuse peritonitis due to appendicitis. The abscess was drained and the appendix removed. Two days later he began to vomit blood in large quantities, and died of acute ansemia. Post mortem: A large recent ulcer was found on the lesser curvature. Much altered blood in stomach and intestines.
Case I.-R. B., aged 37, admitted for severe lacerated wound of leg. This was cleansed and sutured,'but spreading gangrene supervened; he died five days later. There had been melaena, but no hoematemesis. Post mortem: An acute ulcer was found on the front wall of the first part of the duodenum.
Case III.-J. S., aged 21, admitted with appendix abscess. The appendix was removed and the abscess drained, but thoracic complications empyema and subphrenic abscess-supervened. Both abscesses were drained, but the patient succumbed at the end of a month. Post mortem: Two recent gastric ulcers were found on the anterior wall of the stomach near the pylorus.
Far more numerous are the cases of multiple erosions of the mucous membrane, some causing such persistent loss of blood as to bring about the patient's death, others merely assisting in this end. Out of twentyone cases the majority come into a very distinct group-appendicitis with septic complications, either localized abscess or diffuse peritonitis. This group includes eleven (i.e., 55 per cent.); in most the operation had consisted in drainage of the abscess with removal of the appendix, in a few only drainage had been employed, and in one the abscess had already opened and the " operation " consisted merely in dilating the aperture. The virulent nature of the septic process in this group of cases was shown by such complications as empyema, subphrenic abscess, purulent broncho-pneumonia, &c. The only case that requires special mention is the following:-Case IV.-F. G., aged 50, admitted for right lumbar abscess of about three weeks' duration. This was drained, and the pus was found to contain the Bacillus coli. The appendix was not seen. On the tenth day after operation severe haematemesis came on; this recurred (with melana) repeatedly during the next five days, and gradually ceased. No operation was performed besides the original abscess incision. It must remain uncertain whether the cause of the aBscess lay in the duodenum, the vermiform appendix, or elsewhere.
This case is noteworthy, as it proves the possibility of recovery. During the three years I believe there was only one other instance of this, though of course it is probable that others may have been overlooked, those in which slight melhna only was present. Whether this is so or not, we must conclude that the prognosis of well-marked hematemesis and melhena after an operation is exceedingly grave. Probably not more than 5 per cent. to 10 per cent. of the patients recover. The reason will have been already inferred, that the gastric acute erosions or ulcers are due, not to any peculiar iinfluence exerted by the operation itself, but to the septic intoxication or infection which already existed. In the fourteen cases considered so far, the septic condition was due to appendicitis in thirteen, to gangrene of the leg in one.
An analysis of the remaining ten cases bears out the importance of sepsis as a cause, though there are a few striking exceptions: It will be seen that in only five out of a total of twenty-four casesi.e., 20 per cent.-was a condition of sepsis absent at the time the operation was performed. In two or three of these five it rapidly followed the operation. Two cases remain to be noted of special interest in which the existence of a chronic ulcer of stomach or duodenum was revealed after an operation for a totally different disease.
Case V.-J. N., aged 66, underwent four operations for epithelioma of the tongue. Seventeen days after the last operation, at a time when the operation wound had healed, he was attacked with severe haematemesis and melmna, from the effects of which he died. Post mortem: A chronic ulcer was found on the lesser curvature of the stomach, which had eroded the coronary artery. There had been no symptoms pointing to the existence of the ulcer, and there was no septic cause.
Case VI.-S. G., aged 41, abdominal hysterectomy (by Wertheim's method) performed for cancer of the uterus. The operation had to be incomplete owing to the extent of the disease. Eight days after the operation severe meltena came on. Post mortem: A chronic ulcer was found on the posterior wall of the duodenum.
In both these cases the operation was perforined for cancer, and in both it seems that the ulcer, whether duodenal or gastric, had been practically latent, so that any symptoms due to it were wholly concealed by the major trouble.
It has been shown that previous sepsis is the main factor in the causation of gastric and intestinal haemorrhage after operation; that the operation and the operator are alike guiltless save in the rare cases when the sepsis has followed the operation. Nevertheless, in a small proportion of cases (certainly under 10 per cent.), if some poison is responsible for the production of gastric or intestinal erosions, it is not an ordinary septic one. It will be interesting to test these conclusions by cases of similar nature where no operation has been performed, where acute ulcer or erosions have developed whilst the patient was under medical treatment for some other disease.
During the three years 1907 to 1909 the total number of postmortems made at the London Hospital reached 3,755. Mr. Walton collected from this list sixteen examples of the kind referred to. Of these there were: In all of these the septic element is either obvious or mnay fairly be invoked. JA-1 5
In addition, there are only three in which sepsis could be excludednamely, two cases of chronic nephritis terminating in ureemic coma, and one of isolated cancer of the gall-bladder.
One of the cases of burns deserves to be quoted Case VII.-N. D., aged 3 years, admitted with burns of the chest and abdomen, &c. Post mortem: Minute haemorrhagic ulcers of the stomach, due, as the microscope showed, to miliary abscesses in the follicles, one of which had burst at the surface.
It is remarkable that the same proportion of non-septic cases (20 per cent.) prevails in the medical series as in the surgical one. An extreme lowering of the vital strength (e.g., from internal cancer, chronic nephritis) is the only cause of gastric erosion that seems to be common to these non-septic cases. A similar profound asthenia is certainly present in most of the septic ones, and may be more important than any particular micro-organism in the blood. It is this that probably explains the absence of marked fever in many of the cases, the temperature and pulse-rate remaining near the normal, and thus the nature of the infection may be made obscure.
CONCLUSIONS.
(1) Hmemorrhage into stomach and intestine due to small ulcers or erosions may develop after an operation, usually abdominal, has been performed. In 80 per cent. of the cases a severe septic infection, with secondary a,naemia, is present before the operation, which in itself has no direct influence upon the haemorrhage.
(2) Similar lesions of the stomach or duodenum are met with in certain cases of disease where no operation has been performed; 80 per cent. of these cases are septic in nature.
(3) It is probable that a profound alteration in the blood, due in most cases to toxins of septic origin, is the chief factor in the production of these gastric erosions.
(4) Such haemorrhage is of very grave significance, though a few patients recover from it.
(5) Operative interference does not appear to hold out much prospect of success in these cases.
DISCUSSION.
The PRESIDENT (Mr. Rickman J. Godlee) said that such a large dish had been set before the Section that it was almost impossible to assimilate it all at once. He had wondered whether some proportion of the cases under consideration might not be due to something else besides septic changes. In the kidney cases, for instance, one would have liked to know what was the specific gravity of the urine. It had been for a long time his opinion that in advanced calculous disease, when the specific gravity of the urine was low, there was very great risk of htemorrhage, so that he felt very shy of operating on them. Last year he had such a patient at University College Hospital whose kidneys were full of stones, and he pointed out to the class how dangerous it was to operate, but, after considerable hesitation, he decided to tackle one kidney. The patient did well for a few days, and then began to bleed both into the bladder and from the wound, and continued to do so, until he ultimately died of haemorrhage. And that was not the only case of the kind which he could mention. With regard to the cases of haemorrhagic cellulitis, he did not remember seeing one in which pure blood only came away, but he had seen many in which the amount of pus was but small and the amount of blood large. If they were acute inflammations, he supposed they should come under the heading of erysipelas. But he would like to hear more about the acuteness of some of the cases which had been recorded. Where the inflammation was more chronic and the amount of blood was large and the pus small in amount a careful lookout should be kept for actinomycosis. With regard to the interesting series of gastric cases with which Mr. Hutchinson's paper dealt, one would like to know about the aneTsthetic. He had often thought an interesting paper might be written on the influence of anesthetics in producing black vomit. He was aware that Mr. Hutchinson was not dealing only with cases where there was black vomit, but he (Mr. Godlee) thought the anaesthetic might have something to do with the bleeding even in those mentioned by Mr. Hutchinson where chronic ulcer of the stomach or duodenum became manifest after the operation. That was brought forcibly to his mind iii a case which occurred in the practice of Lord Lister, where he removed a patient's breast and she died of hTemorrhage from a gastric ulcer very shortly after the operation. He believed Lord Lister had a second case of the kind. It might also explain a case which occurred to him, in which he removed the rectum of an old gentleman by the combined method, the result of which was very satisfactory. After ten days he began to have melana, which persisted for a long time. After it stopped a large lump was found in the region of the duodenum; but that disappeared in course of time, JA-15a 66 Discussion on Septic Iemorrhages and the man was now quite well. But there were other cases which closely resembled those related by Mr. Hutchinson in which there was no evidence of septicity. For example he would mention that of a lady whose home was in India and who had passed gall-stones on several occasions. Shortly after one of these attacks he was urged by the physician under whose care she was to see if any gall-stones were left in the gall-bladder, because she was intending to return to India. Rather against his better judgment he agreed to explore, and found all the parts apparently quite normal, so the gall-bladder was not opened and the abdominal wound was at once closed. She vomited after the operation and the vomited matter was blood-stained; this continued for a week, so that her condition caused great anxiety. At the end of this time it stopped and there was no recurrence. It might be asked if this was due to the anaesthetic or to the stretching of some ulcerated surface caused by the recent passage of gall-stones. Another similar case was that of an old gentleman from whom he (Mr. Godlee) had removed a tumour of the sigmoid flexure, and wbose wound followed an apparently completely aseptic course. Here the same thing occurred, but, although blood was vomited for several days, the general health of the patient did not appear to suffer at all. This patient had to submit to a second slight operation on another occasion for strengthening the scar, and the same thing happened. It had been suggested that some cases of this kind were caused by an obstruction, real or paralytic, of the bowel; but such an explanation would hardly hold good in the present instance. He suggested that some such cases were not septic at all. Two cases which he had seen corresponded with those which Mr. Spencer had brought forward. A young unmarried woman, aged 23, was transferred to his care from Dr. Sidney Martin's ward at University College Hospital, on account of a left empyema, on March 12, 1909. She was, he believed, an Austrian, and of a highly nervous temperament. She was said to have had "sleeping trances" intermittently for two or three months, five years before admission. She had had " rheumatism," and was breathless ten weeks before admission. The illness began three weeks before admission with pain in the side and general weakness, and there was nothing special to note about the empyema, except that in the medical ward it was tapped (March 7) and turbid fluid drawn off, which was said to contain pneumococci. The pleura was opened on March 12, giving vent to a large quantity of offensive pus and lymph, and nothing unusual occurred for three or four days, when hamorrhagic sores appeared both beneath and beyond the dressing and the fingers became affected with what looked like chilblains. The gums became swollen and spongy, and, like the dry and cracked tongue, bled freely, as did the spreading sores and the swollen granulations about the opening into the chest. But apparently there was no bleeding from the pleural cavity. On March 16 she was given 10 gr. of calcium lactate three times a day, and on March 24 this was replaced by calcium chloride 30 gr. three times a day, though by this time the bleeding was less, the sores were healing, and the chilblains were clearing up. On March 24 some pus was ,examined by the pathologists, and was said to contain staphylococci, streptococci, and Micrococcits tetragenuGs; but no pneumococci were found. It should be added that early on in the case cyanide dressings had been replaced by boricacid fomentations. The following day 20 c.c. of antistreptococcic serum were injected. From this time there was a gradual improvement, and she left the hospital with the wound almost closed on May 6, and a short time afterwards healing was complete. Three months afterwards she died of an acute illness, the cause of death being certified as ureemia. This patient was very ill during the period when the bleeding was occurring. Her temperature, which was 103°F. before the operation, did not fall to normal until April 27, and, though ,during this time it usually ranged between 980 F. and 1000 F., there were two or three sudden temporary rises to 1020 F. or thereabouts. The pulse was frequent-100 to 120. The urine had a specific gravity of 1025 and contained no abnormal ingredients. The pathologist's report on the blood on March 24 was: Red cells, 3,400,000 per cubic millimetre; vacuolation, some anisocytosis and poikilocytosis; white cells, 22,000 per cubic millimetre; large lymphocytes, 5 per cent.; small lymphocytes, 13 per cent.; hyaline, 1 per cent.; polymorphonucleophiles, 81 per cent.; polymorpho-, basi-and oxyophiles, 0 per cent.; coagulation time, two and a half minutes.
Another case was that of a young lady who, after her first confinement, had pelvic cellulitis and a pelvic abscess which burst into the vagina. An abscess formed over the sacrum, which was opened by a small incision when it was almost pointing. No vessel of importance was divided, but copious and prolonged oozing took place from the abscess. This was followed by effusion, apparently of blood, into the left pleura, as only a small quantity of blood could be drawn off which contained streptococci. Later on an empyema developed ,on this side. After a long and very serious illness, during which numerous peritoneal bands formed, causing intestinal obstruction which necessitated a formidable operation during which five of these bands were divided, this patient made a complete recovery.
Mr. SPENCER, in reply, thanked the President for his remarks. He (Mr. Spencer) did not include in his series any case of Bright's disease. He remembered, as a dresser, being taught by Mr. Bowlby that Bright's disease was a common cause of heematuria, and his colleague, Dr. de Havilland Hall, had constantly referred to it. In cutting into his two kidney cases he did not perceive any disease of the kidney. In one case he cut out a stone, but that stone had not set up obvious necrotic changes preliminary to the heemorrhage. With regard to haemorrhagic cellulitis, he had often to stop an incision and plug quickly, but there was always pus. But in the case he related fluid blood simply poured out, and there was no pus afterwards at all.
Mr. HUTCHINSON, in reply, thanked the President for his valuable suggestion to inquire into the question of the influence of antesthetics in the production of the subsequent haematemesis. But he thought some of the cases could not be explained in any such way, owing to the time that elapsed between Discussion on Septic Hwemorrhages the operation and the onset of hsematemesis. In some the htematemesis had come on within twenty-four hours of the operation, but in some it was delayed for a week or ten days. It should also be remembered that in the sixteen cases quoted from the medical wards no anesthetic had been given at all. With regard to the emphasis which he laid--possibly unduly-on the septic nature of most of the cases recorded, he had expressly pointed out that from 20 to 25 per cent. did not show a definite septic origin. This was interesting, as tending to disprove the idea that there was a specific germ in these cases. It seemed certain there could not be. Although his paper dealt with only a small part of a big subject, he thought it had been worth putting together, as showing, amongst other things, that there were (sfinite gastric erosions in the majority of such cases. The autopsies had been most carefully done, and in twenty-one out of twenty-four there were definite small multiple erosions, nearly always in the stomach, though in some in the duodenum. In the case on which he operated there could be no doubt as to their existence; he saw them plainly, and the arterial blood coming from them. That knowledge might affect our treatment as well as our views as to the cause of the haemorrhage.
